MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~62-0I6KRS ‘
3 qa__élb&}j_
Registration Diatrict No. __3 1.8_-______Primarv' Registration DiILQQ__;____-----___Raqisfrur‘l No. e 91‘ STATE FILE NUMBER
—FiLED

DO NOT WRITE AMENDED
ON THIS STUR | ) ‘\I-P‘) Q 10:') i .. _
1. PLACE OF DEATH e 2, USUAL RESIDENCE [Where doceased lived, If Instifution: Rasidence before
VS 300 o s. COUNTY D.0.A. o sTaATe MO b. COUNTY edmission)
]
Rev. 4/59 =} b. CITY (If oulside corporate limits, gwe TOWNSHIP only) Length of stay in 1b ¢ CITY Inside Limits
& S St. LouiS S Ste L
> TOWN t. Lou TOWN e Louis YO No O
1 :j c. ﬂJOL;.PI:II»:TEogF {If N%m hospital, vu Iocpon) Inside Limits d. ASg:IE:.EET {If cutside, give location) Reside on Farm
2 Jl O = INSTITUTION omer hil 1 ps Yes B8 No [ 2581 Ta N. Newatead Yes O No (J
3 - 3. ';AME OF DECEASED Firsy Middle Last 4. Dé\l':lE 9 Month 1 gD!Y 62 Year
(Type or print) . -
— e DEATH
p Robert Lea W; r
2. 5. SEX 6. COLOR OR RACE 7. Married Never Married [J |8 o) LBYR 99“5& é'-sr birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
5 l! Ie Widowed Divorced [] 1 9 - Months | Days Hours I Min,
____[_- 10a. USUAL OCCUPATION (lee kind of wurk done lOb.ﬁlfD T.BU{IT%S OR INDUSTRY ﬁuBIRTHPLACE (City and state or coun!ry) 12. CITIZEN OF WHAT COUNTRY
o g during most of working life, even if ratired) i s y faula 1& [ ] U. S. A.
C 13a. FATHER'S NAME MOTHER'S MAIDE N NAME 14. NAME OF HUSBAND OR WIFE
7 = " John Wa Hat '
— 1! 5 lker stell Pearlena Walke
8 g 7, 15, WAS DECEASED EVER IN UW.5. ARMED FORCES? 14. SOCIAL SECURITY NOQ. 17. INFORMANT Address ew S+
o : (Yes, no.Mnknnwn) l(lf yes, give war or dates of service] o Pearl ens Wa'.l ker . 361 va N ﬁg J ea‘
— - 18. CAUSE OF DEATH (Enter only one cause per line {g INTERVAL BETWEEN
10 < MZ_l PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
= g IMMEDIATE CAUSE (a)
n o9 o
Ulo
o | 2 Conditions, if DUE TO (1) i
onditions, if any,
12 9,2 .-_3 v u'_.n which gave rise to
= uz) sbove cause {a),
13 .:E = stating the under-
lying cause last. DUE TO (¢) ”
% F4 PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but notr r%led to the terminal PART 111, If deceased was  femnale was
? I g disease condition given in PART | (a) there a pragnancy in last 90 days.
g § | £ Yes I 0 No | O Unknown
g E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of Injury in PART | or PART |1 of item 18.)
= & PERFORMED? u] a o
= (] YES [0 NO
w <
20¢. TIME OF Hou Month, Day, Year
Z 3 2 INJURY & ™
b4 g g P M.
4 ] 20d. INJURY OCCURRED 20e. FLACE OF INJURY (6.9., In or about home, | 201, CITY, TOWN, OR LOCATION COUNTY STATE
oc WHILE AT WORK [J farm, factory, strest, office bidg., ete.)
o NOT WHILE AT WORK [J
Yxx 2 her
s o g é 21. | attended the deceased from - L to and last saw p;, alive on
@ 5 [ th occurred at. C‘:)/ m_of date stated above, and to the best of my knowledge, from the causes stated.
') - _
N W 3 5 20 {IgNATURE {Degres or m|.) 7 & | 225, ADDRESS 2%, DATE SIGNED
ol & = i /lf c o
?L “BUE|AL, CRAMATION, [ 23b. DATE J 23c. NAME OF CE ERY OE CREMATORY 23d. LOCATI
y R fy)
S S|P Ehrieys "9 /26/62 Greemmdoli Cem
M
= < 4, FUNERAL DIRECTOR ADDRESS 253LEP kazlzsvfgmges %
fri] .
o %z H111& Radford 1713 K. Grang
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or by

working under my personal supervision.

-- - . \ . . -

STATEMENT BY LICENSED EMBALMER

-

) | hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No._ __

Student
Signature of Student Embalmer
o - Licensed Embalmer No 40 <3
P. O. Address 42’\b‘/ %@% —ﬁ'n/
’ .~MNofe; The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the above constitutes grounds for revocahon of Ilcense)

et o=y L
if embalmed by a STUDENT, he also shall sign in' his OWN- handwriting. ’
If this body is not embalmed, fact should be so stated above.

e . Vo
L) [




